Trauma is an occupational hazard of military service. Veterans who experienced militaryrelated traumas tend to have more psychological dysfunction-including psychopathology and reduced life satisfaction-compared to those who did not (e.g., Surís, Lind, Kashner, & Borman, 2007; Vogt, King, King, Saverese, & Suvak, 2004) . With improved understanding of what inhibits post-trauma functioning in this population, practices and services that aim to help veterans can be enhanced.
Cognitive fusion and emotion dysregulation have been linked with post-trauma functioning (e.g., Ehring & Quack, 2010; Twohig, 2009; Walser & Hayes, 2006) . When people are cognitively fused, they are entangled in (i.e., fused with) their beliefs and hold those beliefs as literally true (Gillanders et al., 2014) . This entanglement with thoughts reduces the ability to acknowledge and label thoughts and related emotions. Further, when thoughts are interpreted as truth, internal experiences are avoided rather than experienced. While theory has indicated that emotion dysregulation mediates the association between fusion and post-trauma functioning (Bardeen & Fergus, 2016; Walser & Hayes, 2006) , no study has tested this association.
Presently, we investigated a theoretically based model in which emotion dysregulationspecifically, emotional non-acceptance and emotional nonclarity-mediated the association between cognitive fusion and posttrauma functioning (e.g., posttraumatic stress disorder [PTSD] symptoms, goal dysregulation, life satisfaction) among veterans with military-related trauma.
Cognitive fusion and PTSD
Following traumatic events, beliefs about the self, the world, and the traumatic events are key predictors of the development and maintenance of PTSD (e.g., Foa, Ehlers, Clark, Tolin, & Orsillo, 1999) . Examples include believing that the self is totally incompetent, the world is utterly dangerous, and the trauma was the victim's fault. While the traditional cognitivebehavioral perspective is that these cognitions are maladaptive and interventions should target modifying them (Cahill, Rothbaum, Resick, & Follette, 2009) , the Acceptance and Commitment Therapy (ACT) perspective is that interventions should target defusing people from these beliefs rather than altering the beliefs themselves (Twohig, 2009; Walser & Hayes, 2006) . In the case of PTSD, defusing with beliefs about the world being dangerous and the self being incompetent facilitates the willingness to experience internal and external trauma reminders, which can result in increased behavioral flexibility and life satisfaction (Walser & Hayes, 2006) .
While emotion dysregulation has been linked with cognitive fusion and PTSD (e.g., Gillanders et al., 2014; O'Bryan, McLeish, Kraemer, & Fleming, 2015) , no studies have investigated which facets of emotion dysregulation mediate the fusion-PTSD link. One facet of emotion dysregulation that may explain the link between fusion and PTSD is emotional nonacceptance. Defusing from thoughts facilitates experiencing thoughts and feelings as external to the self (Greco, Lambert, & Baer, 2008) . This impersonalized perception of internal experiences may increase the willingness to accept and experience unpleasant internal states (Kishita, Muto, Ohtsuki, & Barnes-Holmes, 2014) . Contrarily, when cognitively fused, thoughts and feelings are personalized and interpreted as truth -increasing the likelihood of not accepting and avoiding unpleasant internal experiences and the external stimuli that trigger them. When trauma survivors are unwilling to experience trauma-related distress and avoid trauma-related stimuli that trigger distress, they inhibit cognitive-emotional processing (e.g., habituation) of traumas, perpetuating PTSD symptoms (Ehring & Quack, 2010; Tull, Barrett, McMillan, & Roemer, 2007; Weiss, Tull, Lavender, & Gratz, 2013) . However, if people are willing to accept their distressing emotional experiences following traumatic events, cognitive-emotional processing of the event will occur, which inhibits PTSD's development and maintenance. Thus, it may be that fusion's deleterious affect on acceptance explains its link with PTSD.
A second facet of emotion dysregulation that may explain the link between cognitive fusion and PTSD is emotional non-clarity. Researchers (e.g., Naragon-Gainey & Demarree, 2017) have suggested that practices that provide cognitive distance from internal events-like defusion or decentering-are directly or indirectly associated with activation of the observer perspective, in which people gain a detached awareness of internal experiences. The distance that accompanies defused states facilitates clarity about both the emotions that are experienced and the situations that precipitated them (Boden & Berenbaum, 2011) .
Lack of emotional clarity has been consistently associated with PTSD (e.g., Ehring & Quack, 2010; Tull et al., 2007) . Within socialcognitive theory, people who understand how they feel and why they feel that way can form linear narratives explaining their distress. Simply having coherent explanations for the causes of difficult feelings has been associated with reduced mental health and physiological concerns (Pennebaker, Mayne, & Francis, 1997) . Coherent narratives reduce maladaptive self-reflective appraisals of distress (Pennebaker & Seagal, 1999 )-in other words-distress about distress (e.g., "I shouldn't feel this way"). Neuroscientific evidence suggests that simply applying labels to emotions can disrupt cascading amygdala responses, such as anxiety and fear (Lieberman et al., 2007) and has been inserted into exposure therapies to more effectively treat PTSD (e.g., Foa, Hembree, & Rothbaum, 2007) . Emotional clarity also enables the accurate targeting of coping strategies by allowing people to select appropriate coping strategies based on accurate emotional information (Linehan, 2015) . For example, in a study of veterans with PTSD, the use of cognitive reappraisal was only helpful in reducing PTSD for those who were high in emotional clarity (Boden, Bonn-Miller, Kashdan, Alvarez, & Gross, 2012) .
Cognitive fusion and goal dysregulation
When people are cognitively fused, behaviors are restricted due to over-identification with inhibiting thoughts (e.g., "I can't do that"; Gillanders et al., 2014) and less able to accomplish their goals when they are distressed (i.e., goal dysregulated) (Paulus, Vanwoerden, Norton, & Sharp, 2016) . Laboratory studies have demonstrated that cognitive defusion interventions have led to more flexible behavioral responses and the ability to accomplish goals in the face of distress (Hooper & McHugh, 2013; Levin, Hildebrandt, Lillis, & Hayes, 2012; Ritzert, Forsyth, Berghoff, Barnes-holmes, & Nicholson, 2015) . As with the association between fusion and PTSD, there are empirical and theoretical reasons to hypothesize that emotional nonacceptance and emotional non-clarity mediate the association between fusion and goal dysregulation. Drawing from the evidence linking emotional non-acceptance and distress avoidance with the inability to accomplish desired tasks (e.g., Gerhart, Heath, Fitzgerald, & Hoerger, 2013; Gratz, Rosenthal, Tull, Lejuez, & Gunderson, 2006) , it may be that nonacceptance impedes the ability to accomplish goals by encouraging escape behaviors.
Additionally, being emotionally unclear may be overwhelming and make it difficult to understand and navigate the challenges that occur when pursuing goals (Hayes, 2002; Walser & Hayes, 2006) . Further, the emotional clarity that accompanies defusion may enhance the ability to identify and focus on long-term goals instead of becoming distracted by transient thoughts and feelings (Hayes, 2003) . While there is substantial evidence for the link between fusion and goal dysregulation, there are few empirical investigations of the mediators of this association.
Goal dysregulation has been consistently linked with PTSD symptoms (Ehring & Quack, 2010; Tull et al., 2007; Weiss, Tull, Dixon-Gordon, & Gratz, 2009 ). However, how emotional non-acceptance relates to the link between PTSD and goal dysregulation remains unclear. Some have argued that distress (e.g., PTSD symptoms) mediates the link between non-acceptance and behavioral responding; an unwillingness to experience distress results in greater distress, and distress reduces behavioral flexibility (Gerhart et al., 2013) . This is consistent with behavioral explanations of the association between non-acceptance and PTSD (e.g., Ehring & Quack, 2010; Tull et al., 2007; Weiss et al., 2013) : Non-acceptance predicts PTSD, and PTSD-related distress impairs the ability to pursue goals. Others have suggested that acceptance buffers (i.e., moderates) the impact of distress on behavioral flexibility. In a study of statistics anxiety, willingness to experience anxiety buffered the effect anxiety had on statistics exam performance (Sandoz, Butcher, & Protti, 2017) . Further, in two studies of PTSD, avoidance exacerbated PTSD's link with impulsive behaviors (Bordieri, Tull, McDermott, & Gratz, 2014; Gratz & Tull, 2012) . Findings from these studies support the moderating role of non-acceptance: Accepting distress facilitates goal attainment and non-acceptance inhibits it.
Current study
The purpose of our study was to develop and evaluate a model in which emotion dysregulation-specifically, emotional non-acceptance and emotional non-clarity-mediated the association between cognitive fusion and post-trauma functioning (e.g., PTSD symptoms, goal dysregulation, life satisfaction) among veterans with military-related trauma. The proposed model is shown in Fig. 1 .
While our model has several embedded hypotheses, based on the reviewed empirical evidence and theory, our primary hypotheses were that (1) emotional non-acceptance and emotional non-clarity would mediate the association between cognitive fusion and PTSD symptoms; (2) emotional non-acceptance, emotional non-clarity, and PTSD symptoms would mediate the association between cognitive fusion and goal dysregulation; (3) PTSD and goal dysregulation would mediate the association between cognitive fusion and life satisfaction; and (4) emotional non-acceptance would moderate the association between PTSD symptoms and goal dysregulation.
Method

Participants and procedure
Participants were 149 Canadian veterans enrolled in a post-service transition program for veterans struggling with emotional and interpersonal difficulties. All participants had experienced a traumatic life event while in the military. Data for the present study were collected prior to the program beginning by trained research assistants and was approved by the appropriate research-ethics board. Veterans ranged in age from 23 to 67 years (M=45.55, SD=10.49) and were mostly men (89.9%). The majority were married (62.8%) followed by divorced (22.8%), and single (12.8%); the majority had children (69.1%) and were heterosexual (92.0%). Most veterans were Caucasian/White (92.0%), Aboriginal (6.0%), or East Asian (2.0%). Regarding branch of service, the majority served in the Army (63.8%), Navy (11.4%), Air Force (8.7%), or multiple branches (16.1%). Most participants had some college or more (71.1%) and had annual household incomes of $60,000 or more (62.0%). The index traumatic events reported were military combat (65.1%), motor vehicle accident (11.9%), sexual assault (3.3%), physical assault (11.1%), childhood assault (6.5%), and other (2.0%). Based on empirically derived clinical cut-off scores on the PTSD assessment (Bovin et al., 2016) , 79.3% of the sample qualified for a DSM-5 PTSD diagnosis.
Measures
Cognitive Fusion Questionnaire (CFQ)
The CFQ (Gillanders et al., 2014 ) is a seven-item self-report measure of cognitive fusion (e.g., "I get so caught up in my thoughts that I am unable to do the things that I most want to do"). Respondents indicated how frequently they experienced cognitive fusion from 1 (never true) to 7 (always true). We derived total scores by summing item responses, with higher scores indicating greater cognitive fusion. The CFQ has been correlated-in theoretically consistent directions-with measures of mindfulness, psychological inflexibility, and the pursuit of valued goals. Psychometric support for the CFQ has been reported from clinical and non-clinical samples. Coefficient alpha in the present sample was .91.
Difficulties with Emotion Regulation Scale (DERS)
The DERS (Gratz & Roemer, 2004 ) is a 36-item self-report measure of emotion dysregulation. Presently, we used three of the DERS subscales: non-acceptance of negative emotions (e.g., "When I'm upset, I become angry at myself for feeling that way"), lack of emotional clarity (e.g., "I have difficulty making sense out of my feelings"), and difficulty engaging in goal directed behaviors when distressed (e.g., "When I'm upset, I have difficulty getting work done"). The DERS has been correlated with measures of emotion-related behavior and psychopathology in theoretically consistent directions. Respondents indicated how frequently they experienced emotion dysregulation from 1 (almost never) to 5 (almost always).
We derived subscale scores by summing item responses, with higher scores indicating greater emotion dysregulation. Coefficient alphas in the present sample were .89 for emotional nonacceptance (six items), .79 for emotional non-clarity (five items), and .86 for goal dysregulation (five items).
Posttraumatic Stress Disorder Check List-5 (PCL-5)
The PCL-5 (Weathers et al., 2013 ) is a 20-item self-report measure of DSM-5 PTSD symptom severity. Each PCL-5 item corresponds to a DSM-5 PTSD symptom. Respondents indicated the extent to which they had been bothered by each PTSD symptom over the past month from 0 (not at all) to 4 (extremely). Respondents were instructed to indicate PTSD symptoms that were associated with their index traumatic event. Scores were summed and higher scores indicated greater PTSD symptom severity. A recent systematic review of PTSD assessments indicated that the PCL is one of two gold-standard self-report PTSD symptom measures (Spoont et al., 2015) . Coefficient alpha in the present sample was .93.
Satisfaction with Life Scale (SWLS)
The SWLS (Diener, Emmons, Larsen, & Griffin, 1985 ) is a five-item self-report measure of global life satisfaction. Respondents indicated how much they agreed with statements indicating life satisfaction (e.g., "I am satisfied with my life") from 1 (strongly disagree) to 7 (strongly agree). Scores were summed and higher scores indicated greater life satisfaction. The SWLS has been negatively correlated with measures of distress and negative affect and positively correlated with measures of desirable characteristics such as health, marital status, and subjective well-being (Pavot & Diener, 1993) . Coefficient alpha in the present sample was .87.
The Traumatic Life Even Questionnaire (TLEQ)
The TLEQ (Kubany et al., 2000) is a self-report measure of 22 potentially traumatic events. Respondents can also indicate traumatic events other than the 22 events explicitly assessed. At the end of the measure, respondents indicated their index traumatic event: the traumatic event that was causing them the most distress at that moment. Several indices of validity have been reported including a strong association with a structured interview of traumatic life events. We used the TLEQ to assess the index traumatic events reported in Section 2.1.
Data analytic plan
We used Mplus 7.11 (Muthén & Muthén, 2012) to estimate path models, which included direct effects, indirect effects (i.e., mediation), and overall model fit. To ensure accurate tests of indirect effects, we used maximum likelihood estimation with bias-corrected bootstrapping with 10,000 random sample replacements. Bootstrapping facilitated the sampling distribution of the indirect effects being normally distributed. Statistically significant indirect effects were indicated by the 95% confidence intervals not including (i.e., straddling) a zero. We assessed model fit using standard cut-offs for several fit indices: Root mean square error of approximation (RMSEA) less than .05 (Browne & Cudeck, 1993) , the standardized root mean square residual less than .08 (Hu & Bentler, 1999) , as well as the comparative fit index (CFI) and Tucker-Lewis index (TLI) greater than .95. We also reported the chisquare value -a statistically significant chi-square indicates poor fit. It is important to note that chi-square is sensitive to sample size and model complexity, overly indicating significance (Tabachnick & Fidell, 2013) . Descriptive and frequency statistics as well as preliminary analyses were conducted using SPSS version 22 while path modelling was conducted using Mplus version 7.11.
Results
Preliminary analyses
The total scores of the primary study variables were screened for skewness and kurtosis via visual inspection of univariate histograms. We also evaluated skewness and kurtosis statistics using the z distribution (Tabachnick & Fidell, 2013) . All of the variables appeared normally distributed and z < 1.96. Further, there were no multivariate outliers observed when bivariate scatterplots were inspected. Bivariate correlations, means, and standard deviations are presented in Table 1 . All of the primary variables were significantly correlated with each other in the expected directions. Neither the number of traumatic event types or the time since index events were significant in any of the models (p > .20); thus, were not included in the models. All reported parameter estimates were standardized to facilitate ease of interpretation.
Path model
We first tested the proposed model (see Fig. 1 Fig. 2 ). Thus, Model 2 was an improvement over Model 1 because all of the direct paths were statistically significant and the model was not a worse fit to the data. Model 2 explained 43% of the variance in non-acceptance, 25% of the variance in non-clarity, 60% of the variance in PTSD symptoms, 48% of the variance in goal dysregulation, and 29% of the variance in life satisfaction.
Alternative models
Next, we tested several alternative models to examine if any of them provided better fits to the data. We first calculated a nested model in which fusion, non-acceptance, and non-clarity were directly associated with life satisfaction (Model 3). Within Model 2, these constructs were only associated with life satisfaction through PTSD symptoms and goal dysregulation; however, 
Indirect effects
To evaluate the potential mediating paths of the final model (i.e., Model 2), we examined the bias-corrected bootstrapped confidence intervals of the indirect effects. Confidence intervals that did not include (i.e., straddle) zero were considered statistically significant (p < .05). All possible indirect effects through statistically significant direct effects are presented in Table 2 .
Partially supporting our first hypothesis, the association between cognitive fusion and 
Interaction
Supporting our fourth hypothesis, emotional non-acceptance significantly moderated the association between PTSD symptoms and goal dysregulation while controlling for the direct effects of cognitive fusion, emotional non-acceptance, and PTSD symptoms -the interaction term accounted for an additional 3% of the variance in goal dysregulation above and beyond the direct effects. Follow-up simple slopes analysis revealed that the association between PTSD symptoms and goal dysregulation became stronger as non-acceptance increased from low (−1 Fig. 3 ).
Discussion
General discussion
Presently, we developed a theory-based model of the associations between cognitive fusion, emotion dysregulation (i.e., emotional nonacceptance and emotional non-clarity), and post-trauma functioning in a trauma-exposed veteran sample. In our initial model, we hypothesized that non-acceptance and non-clarity would mediate both the fusion-PTSD and fusion-goal dysregulation associations. Consistent with prior cognitive distancing research (e.g., Naragon-Gainey & Demarree, 2017), these primary relations were supported. Defusion was associated with both non-clarity and non-acceptance. However, our subsequent hypotheses were only partially supported, as only non-clarity mediated the association with PTSD symptoms, and only non-acceptance mediated the association with goal dysregulation. The non-clarity and nonacceptance paths connecting fusion to PTSD, goal dysregulation, and life satisfaction are used to explain how these variables may be related, and are discussed below.
Our findings are consistent with others indicating that cognitive fusion is associated with reduced emotional clarity (e.g., Naragon-Gainey & Demarree, 2017). Conversely, people who are defused may be better able to identify the presence, causes, and consequences of aversive internal events, increasing emotional clarity (Walser & Westrup, 2007) . Consistent with our model, the emotion labeling that occurs when having emotional clarity has been linked with reduced distress associated with unpleasant emotions (e.g., Pennebaker & Seagal, 1999) as well as implementing appropriate coping behaviors or self-regulatory strategies (e.g., Boden et al., 2012) . Further, in our model, PTSD symptoms mediated the relation between emotional nonclarity and goal dysregulation while non-clarity did not directly contribute to goal dysregulation.
Based on these findings, it may be that emotional nonclarity is related to difficulty pursuing desired goals only inasmuch as non-clarity produces or maintains PTSD symptoms. Based on the current model, increased clarity enables PTSD symptom management, which can create the context to pursue goals. Overall, this path may be summarized: People who are defused have greater emotional clarity, which is associated with reduced PTSD symptoms and effective goal pursuits.
Cognitive fusion was also associated with impaired emotional acceptance. When people are cognitively fused and do not accept unpleasant emotions, their emotions inhibit their ability to accomplish their goals (Hayes, 2004) . Defusion enables people to alter their relationships with internal events, such that unpleasant emotions, like the anxiety associated with PTSD, are experienced without requiring behavioral efforts to control or eliminate them (e.g., Hooper & Mchugh, 2013; Levin et al., 2012) . Those who are more able to accept aversive internal experiences are more able to pursue their goals and values without re-prioritizing their behaviors to avoid or escape unwanted internal events. Within this pathway, defusion is associated with altered relationships with their internal events and the willingness to experience them.
Regardless of the type and intensity of emotions (what is experienced), the ability to accept emotions without enacting control strategies alters how emotions function. Consistent with acceptancebased theory (e.g., Hayes, 2004) , non-acceptance was not associated with reduced PTSD symptoms, but instead to the ramifications of those symptoms on the ability to pursue goals. Overall, this path may be summarized: People who are defused are more accepting of their emotions, which is related to flexible goal pursuits regardless of PTSD symptom severity.
Practical implications
Generally, our findings support the assertion that cognitive fusion is an important phenomenon for practitioners to target as it has substantial direct and indirect associations with psychological distress, the ability to accomplish goals, and life satisfaction. Further, researchers and practitioners should continue to collaborate to develop, evaluate, and disseminate interventions that facilitate defusion. More specifically, our study indicates a nuanced perspective of how cognitive fusion may function that could be helpful for practitioners as they consider their clinical goals. If the goal is to reduce PTSD symptoms, practitioners should consider defusion techniques that facilitate emotional clarity. However, if the clinical aim is to facilitate goal pursuit, practitioners should consider defusion techniques that enable emotional acceptance. While these differences are subtle, practitioners conceptualizing their clinical aims and interventions using this framework could facilitate more targeted explanations to clients, interventions, and processing, which could enhance client buy-in and therapeutic potency.
Drawing from common interventions used to facilitate defusion (Hayes, 2005) : the Describing Thoughts and Feelings exercise in which clients take distressing issues and give them physical descriptors (e.g., What color is it? What texture does it have?) may most strongly impact emotional clarity. However, the Don't Think about Your Thoughts exercise in which clients attempt to suppress distressing thoughts with the therapeutic goal of recognizing that suppression only increases the thoughts' impact may most strongly impact acceptance.
Limitations & future directions
This study had several limitations that should be considered. First, the data were cross sectional, reducing our ability to optimally test for causal effects. Future research should use longitudinal and experimental methods to better understand the causal nature of the associations we investigated in veteran samples. Second, all of the data were self-reported. Using observational and other methods would help reduce some of the biases native to self-report data.
Also, our sample lacked in certain diversities. Specifically, it was mostly Caucasian and mostly male. More diverse samples would facilitate testing if the associations observed in the current study generalize to other populations. Finally, researchers have conceptualized emotion regulation in many ways. Presently, we used a conceptualization of emotion regulation that was theoretically consistent with the model being investigated. Future research that uses other conceptualizations of emotion regulation to examine the association between cognitive fusion and post-trauma functioning are important for better understanding these phenomena.
